There is no single explanation for the phenomenon of 'frequent attenders'. They may comprise a "heterogeneous group who may have a genuine need for care, or a troublesome group who simply create an unnecessary workload". 9 Whatever the roots of the problem, several approaches have been recommended. A plan, which sets out as its first step an information gathering exercise, including a review of the notes, was published by Corney et al. in 1988 . 8 Good medical records have been associated with good care. 10 If it is not possible to ascertain from the records or from memory what chronic illness or psychosocial problems the patient has, it will be difficult to manage the patient well. 11 Further recommendations, from a hospital-based study, suggest that for some types of frequent attender, where psychosomatic symptoms predominate, the doctor should 'broaden the agenda' to include discussion about the patient's emotional problems, and minimize contact with specialists if the risk of iatrogenesis is to be diminished. 12 Most guidelines on the management of this group of patients recommend sharing information about the patient with partners in the practice. In a study of the GPs of so-called 'heartsink' patients, one team suggests: ". . . avoid blaming the patient for the problem and encourage the development of alternative management strategies". 13 The authors took the view that GPs cope better with such patients if they adopt a strategy that includes information gathering as central to the process.
The setting for the present study was a UK NHS general practice. The practice is based in a small market town in North Nottinghamshire (Jarman score = -4.26). It serves 7200 patients and consists of four full-time equal partners working on a combined list basis. The great majority (95%) of the practice population live within 6 miles of the practice, and an appointment system is in operation. The practice average consultation rate was calculated as 3.5 per patient per year.
Methods

Identifying frequent attenders
Frequent attenders were identified in two ways: (i) by analysis of attendance registers at the surgery; and (ii) by asking GPs to name patients who they considered to attend more frequently than most.
By definition, frequent attenders consult at least once or more every month. Thus 2 months in a year were selected by simple random sampling. The names of all patients attending the surgery in October 1995 (2241 names) and April 1996 (1876 names) were selected. Only consultations with a doctor were counted. Each visit to the surgery was treated as a single event regardless of the number of problems presented during that consultation. Home visits, consultations with a nurse, consultations for antenatal care and minor operations were disregarded, as were all consultations out-of-hours.
The names of all patients seen in either month (October 95 or April 96), or during both months and seen more than three times were selected. The latter frequency was chosen arbitrarily in order to focus on the most frequently occurring names on surgery lists. Thus 194 names were selected. In addition, all GPs at the surgery were asked independently to name patients who they considered to attend the most frequently. The GPs named 51 patients. From this list, the names of patients not already identified by the review of attendance records were added to the list of potential frequent attenders, giving a total of 200 patients.
Sample size calculations
It was decided by practice consensus that a reduction in the number of attendances by 50% would be regarded as clinically significant. The clinical notes of the 200 patients identified were examined and the number of times each individual had attended in the year May 1995 to April 1996 was noted. In keeping with a definition adopted in a previous study, 14 patients attending 11 times or more in the year (104) were selected (mean attendance 25, range 11-46, SD 14). Clearly these patients consult significantly more often than the practice average of 3.5 per patient per year. These 104 patients, when divided into two groups, give an 80% power to detect a 50% difference (Wilcoxon test) at 5% significance (i.e. 52 patients in each group).
The intervention A summary was made of the data appearing in the clinical notes of these patients. The summary was produced on an A4 sheet of paper and discussed among the partners of the practice. A consensus was reached on the format of the summary.
The following sections were clearly delineated in the summaries: Section 1: age, sex, marital status, occupation, cigarette and alcohol consumption. Section 2: drug history and allergies, past medical history and summary of main medical problems. Section 3: index of commonest symptoms presented during consultations. After each of these symptom headings, a date(s) was given in each summary indicating where in the notes the symptom was presented. The GP could then refer back to see how the symptom was managed in the past. Section 4: clinical signs noted. These included vital signs and any major clinical signs recorded, e.g. cardiac murmurs. Section 5: results of any major investigations conducted in the past. Section 6: other agencies involved in the care of the patient, including hospital consultants.
Frequent attenders in general practice Section 7: symptoms of depression recorded in previous consultations. The symptoms selected were those highlighted by Paykel and Priest. 15 Section 8: social problems discussed with a GP and recorded in the notes. For example, problems with a relative, neighbour or friend.
These summaries were much more detailed and wide ranging than the standard summaries available in the notes already. The latter were essentially chronological lists of the major events in the patient's medical history, focusing mainly on physical problems and data collected for administrative purposes. Only the information already available in the notes was summarized. The intervention group had their summaries entered in the notes. These patients had their notes marked with a distinctive yellow sticker indicating that a detailed summary was available. The control group did not have the summaries entered in the notes and their notes were not highlighted in any way. The doctors were asked to initial the summary on each occasion that one was consulted. They were instructed to consult the summaries at their discretion. Furthermore, they could add information if they felt data were missing or there had been a significant change in the patient's circumstances.
Results
At selection, there were 52 patients in each arm of the study. As the study progressed, there were losses in each group. In the intervention group, one patient moved out of the practice area and one patient died, whereas, in the control group, two patients moved out of the practice area and one patient died.
There was no difference between the two groups in terms of age, sex, marital status, smoking habit or problem drinking. However, this study was not designed to detect the impact of any differences between the groups, and further analysis was not possible.
There was no statistically significant difference in the attendance rate in the intervention group compared with the controls after the intervention period. The results of attendance are given in Table 1 . In the intervention group, there was no significant reduction in attendance during the study period for patients whose summaries were read and initialled by the GP (24 cases; 46%) compared with cases where this did not occur. For those whose summary was read and initialled, the mean attendance was 4.8, whereas for others in the intervention group it was 4.2 Therefore, patients whose summaries were read and initialled by the GPs remained frequent attenders under the definition used in this study (i.e. Ͼ11 consultations per year).
Discussion
The patients studied and labelled as 'frequent attenders' are a heterogeneous group of patients with a variety of needs. Patients included had a number of problems including chronic illness, terminal illness, recurrent minor illness, chronic unexplained symptoms, chronic infections, chronic pain and a plethora of social and psychological problems. Many had multiple problems. When asked to identify the frequent attenders, the GPs could only name 28 out of the final group of 104 patients. This finding highlights the difficulty with identifying all frequent attenders in a practice unless a systematic approach is adopted.
Some patients who were identified as frequent attenders in the period used to assess this feature appear not to have been 'frequent attenders' in the past. Furthermore, in the follow-up period, some demonstrated a marked decline in attendance. Clearly there are patients who may attend exceptionally frequently but do not continue to do so indefinitely. This reflects the many reasons why patients consult GPs and the interplay of social, 16 economic 17 and psychological 18 factors. It is also recognized that some patients appear to consult their GP without the reason for such attendance being recognized. Such patients receive no diagnosis or effective treatment other than contact with their doctor, and have been labelled 'temporarily dependent'. 19 It is clear from the results that even in cases where summaries were endorsed and therefore shown to have been read by the consulting GP, patients continued to attend frequently. One cannot exclude the possibility that a greater knowledge of the patient's background may not have had any significant impact on the doctor's decisions during consultations. It has been suggested in at least one study that despite having extensive knowledge of their patients, specifically in relation to housing and occupation, this played no part in the majority of decisions taken. 20 Alternatively, the decisions taken did not have the desired effect of reducing the consultation rate. This project aimed to introduce an element of continuity of care merely by providing written summaries in complex cases. Patient satisfaction with the consultations was not compared between the summary group and the controls. This was deemed beyond the scope of this study. However, it may have been a critical failing of this approach. Pereira Gray (1979) noted that by adopting a personal list system, the gold standard for continuity of care, he reduced the consultation rate of his patients. 21 The provision of summaries did not introduce other aspects that are evident in a personal list system, including what Balint (1957) called the 'mutual Investment Company' which symbolizes the emotional investment by both parties in the doctorpatient relationship. 22 Many academics including McCormick (1996) have continued to emphasize the importance of this aspect in general practice consultations. 23 Some of the patients in this study may have suffered from 'multiple doctor syndrome' which was not remedied by the intervention adopted. The potential for such a dilution of personal care has been highlighted as a feature of group practices organized with combined lists. 24 
